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DIAGNOSIS OF BULBAR POLIO- 
MYELITIS* 
GEORGE J. Bornes, M. D.,** 
Wilmington, Del. 
Partial or complete involvement of any of 
the cranial nerve nuclei in a poliomyelitis pa- 


tient is referred to as bulbar poliomyelitis. The 


most frequent cranial nerves involved are 
(1) the eleventh, with paralysis of the sterno- 
mastoid muscles and in some eases the patient 
is unable to shrug the shoulder on the affected 
side or he may not be able to raise the arm past 
the first 90° of abduction. This motion is aec- 
complished by scapular rotation thru the ac- 
eessory innervated upper trapezius. (2) In- 
volvement of part of the tenth cranial nerve, 
with thickness of speech, paralysis of swallow- 
ing and regurgitation of fluids through the 
nose due to paralysis of the palate. (3) The 
ninth, with loss of the gag or cough reflex of 
the pharynx, and collection of fluids in the 
throat. (4) The seventh, with paralysis of the 
entire side of the face. Facial paralysis may 
be complete involving the forehead, inability 
to close the eyes, and retraction of the normal 
side of the face when the patient is asked to 
show his teeth. 

Table I is a brief outline of the cranial 
nerves and their most important actions. 


TABLE I 
Nerve Type Action 
I Olfactory Sensory Smell 
II Optic Sensory Sight 


III Oculomotor Motor Eyeball Muscles ex- 
cept 4 and 6; upper 
lid, constrictor of pu- 
pil and muscles (cili- 
ary) of accommoda- 
tion. Paralysis 
causes ptosis of the 
eyelid; eye deviates 
out and downward; 
diplopia; pupil is 
fixed to light and ac- 
commodation. 





* Read a the Medical Society of Delaware, Dover, 


r 6, 
** Physician-in-Charge, Kenny Clinic, and Chief of Com- 
en Diseases, Wilmington General and St. Francis 


Hosp 


IV Trochlear Motor 


VV Trigeminal M&S 


VI Abducens Motor 
VII Facial M&S 
VIII Acoustic Sensory 


IX Closopharyngeal 
M&S 


X Vagus S&M 


XI Spinal Accessary 
Motor 


XII Hypoglossal Motor 


Superior oblique 
moves eye down and 
out. 


Muscles of mastica- 
tion. Sensation to 
face and mucous 
membrane of con- 
junctiva, nose, 
mouth, tongue and 
uvula. Also taste 
fibers to anterior 2/3 
of tongue. 


External rectus 
moves eye outward. 


Facial muscles’. ex- 
cept those supplied 
by the 5th. Paraly- 
sis causes inability 
to wrinkle forehead, 
to close eye, whistle, 
or blow out. the 
cheeks. 


Hearing and equilib- 
rium. Paralysis 
causes tinnitus and 
mystagmus. 


Gas reflex and taste 
to posterior 1/3 of 
tongue. 


Supplies heart, lungs, 
respiratory system, 
and all abdominal or- 
gans except pelvis. 
Controls speech, 
swallowing and soft 
palate. 


Trapezius and ster- 
nomastoid. If para- 
lyzed, cannot shrug 
shoulders or lift 
head. 


Muscles of the 
tongue. Tongue de- 
viates to paralyzed 
side. 


Patients with acute poliomyelitis are classi- 
fied into types according to the severity and 
degree of involvement as follows: 


1. Abortive. It is well recognized that 
the symptoms of poliomyelitis vary according 
to the severity of the disease. For example, 
during an epidemic in the summer months one 
expects to see a number of patients who give 
the history of sudden onset, malaise, fever, up- 
per respiratory infection and possible nausea 
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and vomiting. Symptomatic treatment brings 
about complete recovery within a week. Such 
a patient could easily have been the victim of 
an abortive type of the disease. However, 
since we do not have a method of virus diag- 
nosis, we classify this as an upper respiratory 
infection. 

2. Non-Paralytic. When the symptoms 
deseribed above are followed by headache, 
drowsiness, muscle tenderness, hyperesthesia, 
stiffness of the neck, back, hamstrings and ealf 
muscles, then the picture is one of non-para- 
lytic poliomyelitis. The deep reflexes may be 
diminished or absent, and muscle twitching or 
fasciculation may be present which further 
strengthens the diagnosis. The patient is 
usually unable to sit up without leaning back- 
ward and supporting himself by placing both 
hands on the bed in back of him. 

3. Paralytic-Spinal. In the spinal para- 
lytic patient, all the above symptoms are pres- 
ent in addition to definite muscle weakness or 
paralysis of some muscle groups which comes 
on suddenly and is usually asymetrical. There 
may be urinary retention if the bladder is in- 
volved. 

4. Bulbar Involvement of one or more 
ot the cranial nerves in Table I. 


5. Paralytic-Bulbo-Spinal. In some pa- 
tients there is paralysis of the spinal nerves as 
well as the bulbar in which eases all of the 
above symptoms may be present. 

6. Paralysis-Respiratory. This type is 
usually fatal. It may start as the Landry’s 
type of paralysis beginning with the lower ex- 
tremities and rapidly ascending to involve the 
bulbar area and respiratory center with com- 
plete loss of chest movement, and cyanosis, 
ending with death. Supportive therapy, oxy- 
gen in high concentration, and the respirator 
are employed. Penicillin is always given to 
avoid pulmonary infection. The normal acts 
of inspiration and expiration are accomplished 
rhythmically and without effort. When the 
innervation of these muscles is interfered with, 
then the accessory muscles come into action. 

Some spinal paralytic patients suddenly be- 
come confused, comatose, and the chest com- 
pletely paralyzed within 3-7 days from the on- 
set. Death follows. The brain shows encepha- 
litic involvement. Involvement of the brain or 
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medulla with signs of encephalitis, respiratory 
or circulatory collapse are dangerous signs. 

Another respiratory type which is more 
hopeful is that which is at first a mild bulbar 
and in 3-4 days from the onset the intercostals 
beeome involved and the diaphragm goes into 
spasm so that the chest is kept in a state of in. 
spiration and the patient is unabie to exhale. 
This type responds to present day methods of 
muscle relaxation and the use of oxygen. 

Still another type of paralysis affects first 
the lower extremities and then rapidly spreads 
to involve the entire spinal cord from the see. 
ond cervieal down. The medulla is spared and 
no cranial nerves are involved. The patient js 
completely paralyzed from the chin down, 
Good response is made with modern treatment, 

Table II shows the distribution of paralysis 
in 90 paralytic cases in the acute stage. It is 
evident that the lower extremities head the 
list in being the most susceptible part of the 
anatomy. The upper extremity is second, and 
the sternomastoid is third. Paralysis of swal- 
lowing and speech is very frequent in the 
bulbar type. At the end of the table one ean 
compare the high percentage of return of 
power by noting the number of parts still inea- 
pacitated by May 31, 1946. 

TABLE II 


1941 1942 1943 1944 1945 TI. 


PARALYTIC-Spinal ...9 4 4 39 #=11—= 67 
PARALYTIC-Bulbar ... 1 2 0 16 4 2 


MUSCLES PARALYZED 




















Upper Extremities...3 4 3. 11 3 24 
Lower Extremities...8 6 4 48 11 £47 
Face 0 O O 4 0 4 
Sternos 0 2 0 16 [= 
Speech 0 2 O 16 1 19 
Swallowing 0 2 0 10 1 2B 
Abdomen 0 1 1 6 2 10 
RESPIRATORY 
Expired 1 0 O 4 3 8 
RESIDUAL-May 31, 1946 
Upper Extremity ....... : @& © 2 0 3 
Lower Extremity ...... So 1 2 9 2 19 
Abdomen 0 oO 9O 1 0 1 





It will be noted that of the 90 paralytic 
eases, 67 (75%) were spinal and 23 or 25% 
were bulbar involvements. There were eight 
deaths (34%) of the 23 bulbars. It is also wor. 
thy of note that all of the bulbar symptoms re- 
eovered fully as of May 31, 1946. Most bul- 
bar symptoms clear rapidly under careful 
nursing care, suction and oxygen. One of the 
1944 cases (a female, age 39) required a gas- 
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trostomy for feeding, three weeks after admis- 
sion. 

The laboratory is of little value in the diag- 
nosis of poliomyelitis from the standpoint of 
positive findings. In bulbar cases, the spinal 
fluid usually showed a pleocytosis. Table III 
shows the distribution of these patients accord- 
ing to type of paralysis and number of lympho- 
cytes or polys present. 


TABLE Ill 
Total in 
Years lto7 S8tol4 15to21 22 &over Total 
Bulbar ...... 2 3 1 } 
(4L) (48L) (38L) (709P) 


Recov- 
ed .... (180L) (90L) 
Bulbar ...... 2 1 0 1 4 
(20L) (356P) (600L) 
Expired (70L) 
Paralytic .. 0 1 0 1 9 
(500P) (131P) 
Expired 
ae + 5 1 9 12 


The rapid development of symptoms in the 
bulbar cases must be kept in mind, because if 
these cases can be hospitalized early it may be 
possible to save the patient with the judicious 
use of special nursing care and treatment. In 
order to emphasize the speed with which the 
virus destroys the nervous system the follow- 
ing case reports are cited: 

1. J. M., a white male aged 15 years, was 
first taken ill on August 9, 1941, with malaise, 
fever, restlessness, Insomnia, and pain in the 
back of the neck with no evidence of paralysis. 
On August 13 he was hospitalized in a semi- 
stuporous condition with complained weakness 
of the left leg. The knee jerks were positive, 
as was the Kernig’s sign on the left; the Ba- 
binski and Oppenheim signs were negative. 
The patient was extremely restless, very con- 
fused, and answered questions with a weak 
voice. He did not respond to stimulation and 
oxygen inhalation. Suddenly he became pale 
then cyanotic and dyspneic, became uncon- 
scious and expired the same day. Laboratory 
studics were of no significance. The autospy 
revealed marked edema of the spinal cord, es- 
pecially in the cervical part, enlargement of 
the spleen and generalized congestion. Micro- 
scopically, focal areas of injury were present 
in nuclear masses which form the gray matter 
of the anterior horns. Many of the large gang- 
lion cells were destroyed and those that re- 
mained were swollen or stained poorly. There 
was a striking infiltration of the neighboring 





DELAWARE STATE MEDICAL JOURNAL 11 


tissues with some neurophagia. The blood 
vessels were engorged ; there was some extreva- 
sation of the blood in the meninges. In a few 
places, perivascular euffing of the nutrient 
vessels of the brain stem with rings of lym- 
phocytes were seen. 

2. E.B., white female aged 16 months, first 
became ill on August 17, with diarrhea and 
fever, and vomited in the evening. The fol- 
lowing day the patient was hospitalized in a 
convulsive state, with a rectal temperature of 
108° Fk. Continuous oxygen was administered. 
The child expired an hour and a half after 
admission. (It is of interest that a three-year 
old brother of this patient died of bulbar polio- 
myelitis in 1940. Both children were under- 
nourished, and the hygienie conditions at home 
were very bad). 

The abnormal findings at autopsy were 
congestion of the pia, the brain, and the diges- 
tive tract. Seetions of the cortical cerebral 
tissue showed injection of the larger vessels, 
no edema. Sections of the spinal cord showed 
congestion of larger vessels and diffuse con- 
gestion of the white matter as well. The gang- 
lion cells of the anterior horns were shrunken 
and there was considerable degree of diffuse 
infiltration. The posterior horns were normal. 

3. CC. A., white female aged 39 years, de- 
veloped fever of 100° F. on August 19, 1944. 
She felt as if she were developing a cold. On 
August 23, she felt some stiffness in her upper 
back and the fever continued. Because of 
weakness she stayed in bed, but there was no 
rigidity of any muscle at that time. On August 
24, she was definitely a polio victim, with 
rigidity of the neck and back as well as the 
hamstrings of gastrocnemius muscles. She 
refused to be hospitalized until August 26, 
when the rigidity became worse and she began 
to complain of diffieulty in swallowing. Her 
legs became paralyzed and spastic. The pos- 
terior thoracic and the right upper trapezius 
muscles were in marked spasm. Later in the 
day the right side of the chest was completely 
paralyzed. Motion or breath sounds were ab- 
sent and the patient used her accessory muscles 
of respiration. On August 27, her chest was 
completely paralyzed and she was placed in 
the respirator. On the following day she be- 
came eyanotie and expired. A spinal tap done 
on August 26, showed 131 lymphocytes per cu. 
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mm. of fluid but no increase in globulin or pro- 
tein. The white blood cell count was 19,050 
per ec. mm., with 84% polymorphonuclear 
leukocytes on August 28. (Her 14-year-old 
daughter was a bulbo-spinal patient since 
August 8 and made a complete recovery in 
five weeks. ) 

In the following table (IV) the seven fatal 
eases are summarized to emphasize the lapse 
of days between the onset, admission to the hos- 
pital and expiration. 

TABLE IV 


ONSET, ADMISSION AND EXPIRATION DATE 
OF SEVEN PATIENTS WITH BULBO- 
RESPIRATORY POLIOMYELITIS 


Onset Lapse Admit- Lapse 


No. On Days’ ted on Days Died 

ies 8/9/41 4 8/13/41 1, 8/13/41 
2. 7/24/44 2 7/26/44 1 7/27/44 
3. 8/17/44 1 8/18/44 1 8/18/44 
4. 8/24/44 4 8/28/44 1 8/29/44 
5. 8/19/44 7 8/26/44 2 8/28/44 
6. 6/20/45 5 6/25/45 1 6/26/45 
# 8/26/45 1 8/27/45 17 9/10/45 

CONCLUSION 


The early diagnosis of bulbar poliomyelitis 
is made by the early thorough examination of 
the muscles supplied by the cranial nerves. 
Early hospitalization is very important for 
the efficient observation and treatment of 
bulbar poliomyelitis because of the rapid 
spread of the disease into the respiratory 
center. 





DIABETES MELLITUS AND CIRRHOSIS 
OF THE LIVER 
A Case Report 
Epwarp M. J. Bouan, M. D.,* 
Wilmington, Del. 

The association of liver disorders with dia- 
betes is well known. The present case again 
demonstrates the absence of gross or micro- 
scopic pathology in the islands of Langerhans, 
but the presence of severe liver damage with 
an abnormal amount of circulating glucose in 
the blood. Soskin and Levine! state that the 
presence of frank and remediable liver disease 
or glandular disturbance does not necessarily 
make the resulting diabetes any different from 
that which oceurs when the etiologic disturb- 
anee cannot be detected by present clinical 
methods. Mirsky? in his arm ehair philosophy 
has assembled a large collection of indirect 
scientific data to show that pancreatic insuffi- 





* Chief of the Metabolic Service, St. Francis Hospital. 
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ciency is but one of the links, and usually g 
secondary one in the syndrome of diabetes 
mellitus in man. 

A mild disturbance in carbohydrate regulg- 
tion commonly takes place in liver disease, in 
hyperthyroidism, and pituitary or adrenal 
dysfunction. The effect of gall bladder dis. 
ease on the liver and carbohydrate metabolism 
was recently reviewed by the author’, and it 
was concluded that the decreased carbohydrate 
tolerance may not be a true insular one. The 
toxic effect of the cholecystie disease on the 
liver evidently deranges the homeostatic eon- 
trol of the blood sugar. The effect of toxin on 
earbohydrate metabolism in the liver has been 
demonstrated by Holmes* in vitro. There is 
an increased rate of glycogenolysis and a de- 
creased ability to form glyeogen from glucose, 
Cirrhosis of the liver will also cause this dis- 
turbance in metabolism through its excessive 
fatty infiltration of the organ. The aceumula- 
tion of fat may be directly due to a deficiency 
of lipotropie factors in the diet, according to 
Best and Taylor’, or brought about secondary 
to liver damage by the metabolic upset. Ina 
liver disturbance of any severity the synthesis 
of all protein molecules is interfered with and 
the secretion of many hormones, including in- 
sulin, is seriously disturbed. Insulin is com- 
posed of at least nine amino acids. The con- 
stituent amino acids and their percental dis- 
tribution have been reported as leucine 30, 
glutamie acid 21, cystine 12, tyrosine 12, pro- 
line 10, histidine 4, arginine 3, lysine 2, pheny- 
lalanine 1. It is interesting to note that histi- 
dine and proline cannot be formed in the body, 
and ean only be supplied by an adequate diet. 

To insure full use of the amino acids in the 
body, Stare and Davidson® require the intake 
of food to be adequate as to quantity and 
quality, absorption to be adequate, and syn- 
thesis guaranteed by a proper functioning 
liver. Protein and carbohydrate protect the 
liver from damage as do also many of the vita- 
mins, Biskind and Schreier’ say that the vita- 
min B complex is especially important. In 
1936 Sindoni® was one of the first to advise a 
more detailed study of the patient’s diet his- 
tory. He advises this portion of the history to 
be included in every history and physical ex- 
amination. 

It is important to investigate the physio- 














NovEMBER, 1947 


jogical and nutritive condition which will 
assume hormonal equilibrium. It has been 
elaimed that lack of pituitary hormone may be 
due to poor nutrition. Scobey” claims that rela- 
tive deficiencies of sulfur, iodine, and vitamins 
may result from diet deficient in protein. He 
also concludes that protein deficiency is more 
frequent in our population than is commonly 
known. Fouts!’ reports that a low protein 
diet is of prime importance in the production 
of fatty cirrhotic liver in dogs. 

Best |! et al have also noticed this. Meien- 
berg and Snell'* found that prisoners of the 
last war who had lived from 2 to 4 years on a 
protein intake of less than 30 grams daily de- 
veloped a high incidence of hepatic damage. 
Sindoni'® quotes Best in saying that high pro- 
tein diets well over 100 grams are advisable 
in the adequate treatment of diabetes mellitus 
today. 

CASE REPORT 

M. W., a 65-year-old widow, was admitted to 
St. Francis Hospital on March 3, 1947. Her 
abdomen was markedly distended, and there 
was swelling of her ankles. She complained of 
anorexia, thirst, imsomnia, and _ tiredness. 
There was a faint but distinct odor of acetone 
on her breath. She was drowsy and uninter- 
ested in her surroundings. Her face was thin 
and drawn and the skin dry and inelastie. 
Glucose was found in her urine and blood the 
day before her admission to the hospital. One 
year previous to this illness she had suffered 
from cardiac pain which was diagnosed as 
coronary thrombosis. Her family history re- 
vealed the presence of tuberculosis. She was 
a self-sacrificing, hardworking woman and 
her nutritional history was poor, especially for 
the past five years. She did not use tobacco 
but partook of alcohol. 

Examination of the heart showed a normal 
sized organ, with a soft blowing systolie mur- 
mur at the apex. Impairment in resonance 
was present at both bases, with a few crepitant 
rales of the type associated with eardiae fail- 
ure. I*luid was present in the abdominal eav- 
ity and many superficial veins were visible. 
Blood pressure was 130/70. Blood sugar 220 
mg. per 100 ee. of blood on admission ; blood 
urea 14 mg. per 100 ee. of blood ; CO 2 ecombin- 
ing power 40 volumes per cent. Blood chlor- 
ides as NaCl in plasma were 400 mg. per 100 
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ee. of blood. The urine was of 1.025 specific 
gravity, albumin two plus, and sugar four 
plus. Granular casts and many white blood 
cells were seen microscopically. Treatment 
for diabetic acidosis and cirrhosis of the liver 
was instituted but was hampered by cardiac 
decompensation. She died March 6th at 8:00 
A.M. Death was attributed to cardiac failure, 
diabetie acidosis, cirrhosis of liver and liver 
failure. 

Autopsy I INpINGS—GROss PATHOLOGY* 

Gross Description: The body is that of a 
white female. The hair is brown, short, the 
iris brown, the pupils are round, 4 mm. in 
diameter, symmetric, the sclerae are moist, the 
eonjunctivae are injected, the lips are bluish 
and the color of the face and neck is purple. 
There is no discharge from ears, nose or mouth 
or teeth missing. The neck is normally form- 
ed, the thorax is large and the breast large and 
firm. Umbilieus is free and striae are present. 
Lower extremities show marked ankle edema 
and moderate edema of the thighs. Genitalia 
are swollen. No discharge is present. Anus is 
free. Marked obesity is present. Postmortem 
lividity of dependent parts can be seen. Rigor 
of facial muscles has develpoed. 

Head not opened. 

Ventral section: Abundant subcutaneous 
fatty tissue is found. The layer of fat meas- 
ures 3.5 em. above the thoracie cage and 5 em. 
above the abdomen. The position of all or- 
gans appears normal. The liver is visible be- 
low the ribs, 6 ems. in the right mammary line 
and 3.5 em. below the xiphoid process. There 
is amber, cloudy fluid in the abdominal eavity. 
The estimated amount is 1 quart. The loops of 
the intestines are covered with fairly thick red- 
dish fibrin; no free fluid m the thoracie eage. 
The domes of the diaphragm are at the fourth 
right interspace and at the fifth left rib. 


Respiratory organs: The combined weight ot 
the lungs is 400 gms. Both lungs are free, their 
pleurae smooth and gray red. The consistency 
of the lungs is erepitant, the color of the cut 
surface light red. Bronchi are free, mucosa is 
pale. Vessels appear normal. Lymph nodes 
at the hilus are normal. 


Thyroid, parathyroid and thymus: Thyroid 





* Gross pathological report, by O. J. Pollak, M. D., Pa- 
thologist, Wilmington General Hospital. 
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is small and grossly normal; parathyroids not 
found ; thymus replaced by fatty tissue. 


Circulatory organs: Pericardium is free, 
heart is normally shaped and sized and the 
epicardium shows a few small light red dots 
over the right ventricle, on the convexity. The 
weight of the heart is 350 grams. The muscle 
is solid, brown and only that of the apex shows 
an extensive white sear which extends laterally 
and upward into the wall of the left ventricle. 
The endocardium is smooth, considerably 
thickened in the apex. The valves are free, 
the mitral and aortal ones showing an ocea- 
sional elevated pale yellow area. The coron- 
ary vessels reveal more patches and their lu- 
men is rather irregular and in places very 
narrow. The descending branch leading to the 
apex is occluded. It can be traced only about 
half way down. The aorta shows multiple 
patches and small groups of longitudinal sears 
in the descended part. Larger branches show 
plaeques. 

Spleen, bone marrow, lymph nodes: The 
spleen is large, weighs 300 grams and its ecap- 
sule is taut, gray, smooth, the section having a 
deep red eolor and bloody, liquid scrapings. 
The consistency is rubber like. The bone mar- 
row of the ribs is soft, red-brown. Lymph 
nodes are normal save for a single node at the 
angle of the aorta and hepatie artery. This 
node is cherry sized, soft on section and red- 
dish gray. 

Inver, bilury tract, pancreas: The liver 
weighs 2,700 grams. The surface shows hob- 
nail appearance, especially at the edges. The 
color is dull gray-brown, the consistence hard. 
The section shows a colorful picture. Brown 
and yellow small areas are separated by pro- 
nounced white-gray fibers which form a net- 
work. Near the hilus a prominent node is 
present on section, of lobular appearance, yel- 
lowish-pink with a congested center, its dia- 
meter 3 em. The portal vein is free. Gall 
bladder is normally sized, the wall thin and the 
mucosa trabecular, netlike, bile stained. A 
single cherry sized, soft, pigmented, dark 
green concrement Is secn in the bladder. 


All bile passages are patent and the common 
duct is wide and filled with bile. Pancreas is 
rather small, embedded in fat, lobular and 
pinkish. The duct is free. The vena cava is 
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completely occluded by a firm, dark livid eo]- 
ored clot. Above the liver and below the 
diaphragm there is an aneurysmatic dilata- 
tion of the aorta with a spindle shaped elot 
which measures up to 3 ems. in diameter, The 
common iliac veins and the femoral veins are 
likewise occluded. The clot stops just below 
the passage of the vein through the diaphragm, 


Gastro-intestinal tract : The esophagus shows 
near the cardia prominent veins, which shine 
through the pale mucosa. The stomach has a 
normal size and shape, the mucosa appearing 
normal, and rugae normally developed. The 
duodenum is free, the mucosa bile stained. 
The mucosa and econtents of the small and 
large intestines appear normal. The serosa 
is pink to red and eovered with reddish fibrin. 
The most of this is on the loops of the ileum. 
The appendix is free. The ileo-cecal valve is 
swollen and the edges are red. Mesenterium 
and omentum are normal save for overabun- 
dance of fat. The peritoneum is free. 

Adrenals: Normally located, normally sized 
and shaped; medulla soft. The cortex is pre- 
served. 

Urinary Organs: The kidneys are embedded 
in fat: eapsule strips easily. The surface is 
smooth, red-brown; combined weight 270 
grams. Structures on section are obscured ; dif- 
ferentiation of cortex and medulla poor ; cortex 
seems narrow; pelves free, pale. The ureters 
are patent. The urinary bladder has a pale 
mucosa and above the orifice of the left ureter 
is a bean sized, deep diverticulum. 


Reproductive Organs: Uterus is small and 
soft, cavity is normal and the mucosa pale. The 
tubes and ovaries are baked together. Each 
ovary presents a hard lump of 3.5x4 ems. in 
diameter. The surface of the structures is un- 
even and the section shows gray-pink tissue 
with multiple cavities. The right ovary in- 
cludes a walnut sized eyst with green, thick 
matter. The left ovary has a pear-sized and 
pear-shaped sac attached, likewise filled with 
ereamy, thick, green material. From the pos- 
terior wall a walnut sized thin walled cyst with 
clear contents protrudes into the adhesions of 
the adnexa. Mammary tissue is replaced by fat. 


Muscles and bones: Grossly normal. 
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Microscoric PATHOLOGY* 
Heart: The muscle eells are slightly en- 
larged and the section through the left ven- 
tricle includes a healed infaret in whieh the 


muscle fibers are replaced by dense sear 


tissue. 

Lungs: Normal. 

Spleen: Congested. The arteries are thick- 
ened with hyaline connective tissue which nar- 
rows the lumens. 

Pancreas: The arteries show evidence of ar- 
teriosclerosis which narrows the lumens. The 
stroma of the pancreas is slightly increased in 
a few places, but there is no pathology in the 
islands of Langerhans. 

Liver: There are two lesions in the sections 
studied. One is a cirrhosis characterized by 
an increase in connective tissue around the 
portal spaces and connecting the portal spaces, 
thus subdividing the liver into small nodules. 
These scarred portal spaces contain a large 
number of irregular bile ducts which have re- 
sulted from proliferation. There is also an 
infiltration of lymphocytes in the _ portal 
spaces. The nodules are made up of irregular 
liver cells, many of which appear to be young. 
Although these liver cells form. trabeculae, 
there is no normal arrangement around the 
hepatic veins. Some of the bile capillaries are 
distended. This cirrhosis is interpreted as the 
result of biliary obstruction with injury to 
both bile duct epithelium and liver eells fol- 
lowed by regeneration. There is no evidence in 
the sections that the cirrhosis was anything but 
quiescent condition at the time of death. Su- 
perimposed on the cirrhosis is an acute de- 
struction of liver cells in the central portion 
of the nodules. This is characterized by the 
disappearance of liver cells, the infiltration of 
blood and numerous phagocytes. This second 
lesion is presumably the result of obstruction 
of the vena cava by thrombus. 

Adrenal: Normal. 

Ovary: One ovary contains a cyst lined with 
delicate papillary projections of columnar epi- 
thelial cells. These cells are arranged in lay- 
ers from one to three cells deep. They are 
quite regular and show no evidence of cancer. 
The capsule of the tumor is not invaded as far 





* Microscopic pathological report by Douglas M. Gay, 
M. D., Pathologist, St. Francis Hospital. 
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as can be made out. A second section of the 
ovary is from the wall of a cyst in which the 
epithelium is stretched out in a thin layer one 
cell deep. The wall of the cyst is dense connec- 
tive tissue containing psammoma bodies. This 
is probably the same type of tumor as in the 
other ovary. 


Ileum: The blood vessels are congested, and 
the interstitial spaces contain edema fluid. 
The mesentery is infiltrated with monocytes. 


Kidney : The capsular spaces and convoluted 
tubules contain albuminous fluid, and the 
cells and tubules are swollen. 


COMMENT 

Diabetes mellitus is frequently associated 
with cirrhosis of the liver. Not only is the 
homeostatie control of the blood sugar dis- 
turbed, but interference with protein metabol- 
ism is marked. The synthesis of amino acids 
may be affected and there may follow a dis- 
turbance in the secretion and action of many 
hormones, composed of these acids. 


Since certain amino acids cannot be formed 
in the body, nutritional defect in these essen- 
tial factors, e. g. histidine and proline, may 
interfere with the secretion and action of in- 
sulin. 

608 W. 11th Street. 
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BILIARY SURGERY 


G. S. SertNo, M. D.,* 
Wilmington, Del. 

The recognition of a definite syndrome asso- 
ciated with disease of the biliary tract, par- 
ticularly inflammation and ealeuli, extends 
back many hundreds of years. Aggressive 
treatment of this syndrome is less than 100 
years old. Surgical attention was first direct- 
ed at the removal of stones from the gallblad- 
der, with the operation of cholecystostomy. 
This was followed shortly afterward by re- 
moval of the gallbladder, and in a relatively 
short period of time both of these procedures 
were being performed with sufficient safety 
to warrant their acceptance by the medical 
profession. 

As cholecystostomy and cholecystectomy be- 
eame more frequently performed, it was pos- 
sible to evaluate the efficacy of each proee- 
dure. Very early it became obvious that the 
results obtained in simple drainage of the gall- 
bladder were not as statisfactory as those 
which followed cholecystectomy. This latter 
operation has now become the procedure of 
choice, and one seldom encounters anyone ad- 
vocating cholecystostomy, except in the ocea- 
sional case of the acute gallbladder where the 
surgeon believes that cholecystectomy at that 
time would be a hazard and too formidable a 
procedure for the patient. It also became 
possible to prognosticate, with a considerable 
degree of surety, the patient who would be re- 
lieved of his distress following cholecystec- 
tomy. Those patients who give a history of 
biliary colic, with nausea, vomiting, and dys- 
pepsia, can usually anticipate a successful out- 
come. If to this history is added the physical 
finding of tenderness in the region of the gall- 
bladder and the radiologic finding of non- 
visualization of the gallbladder, or the pres- 
ence of stones, the surgeon can anticipate that 
80-95% of these patients will be relieved of 
their symptoms following cholecystectomy. 
Judd,! Elman,? and Parsons,’ have contributed 
a good deal to this phase of the subject. 


In the stoneless gallbladder, the results 
have not been so satisfactory. Graham and 
Mackey,* have shown that where typical biliary 
colic was not an important feature in a patient 





* Chief in Surgery, St. Francis Hospital. 
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with a stoneless gallbladder, cholecystectomy 
was doomed to failure in as high as 40% of the 
eases. They also made the interesting obser. 
vation that the relief of symptoms in choleey- 
stitis without gallstones is in almost direct pro- 
portions to the amount of damage present in 
the gallbladder wall. The thin, normal-looking 
gallbladder walls were for the most part des. 
tined not to be relieved of their symptoms un- 
less stones were present. In spite of countless 
investigations, leading to voluminous litera- 
ture, on this subject of cholecystitis there are 
still many blind spots in our knowledge. 

The logical approach to the management of 
the gallstone problem would, of course, be the 
prevention of their occurrence and sinee this 
is not as yet possible, nor is there any evidence 
of its immediate accomplishment, the next 
most logical approach is surgical operation. 
Lahey,® is convinced that there are no harm- 
less gallstones. It has frequently been urged 
and practiced that a proper attitude to take 
toward gallstones is that operation should not 
be undertaken until they produce symptoms. 
In his large series of cases Lahey is impressed 
with the fact that this philosophy results in 
many serious situations and in fatalities which 
would not have oceurred had the operative 
procedure been undertaken earlier. 

When operation is deferred as is so com- 
monly the ease today, until it is done in the 
late stages of gallstones after they have existed 
for a considerable period of time, the situation 
then is not infrequently complicated by the 
presence of acute infection in the form of acute 
cholecystitis, common and hepatic duct stones, 
jaundice, hemorrhage, and the likelihood of re- 
eurrence of stones in the common bile and 
hepatic ducts, even though they are all sue- 
cessfully removed together with the gallblad- 
der and its contained stones. 

My own experience with biliary tract sur- 
very will be discussed on the basis of 100 con- 
secutive cases in which surgery was perform- 
ed. In the majority of these cases cholecy- 
stectomies were performed for chronic cholecy- 
stitis and cholelithiasis. However, cholecystec- 
tomies were performed in 11 eases for acute 
cholecystitis. A cholecystostomy was _ per- 
formed in two other eases of acute cholecy- 
stitis which in my judgment was deemed the 
proper procedure. The treatment of an acute 
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gallbladder requires a great individualization 
and cannot be categorically set forth. Bett- 
man and Tannenbaum report 30 cases of acute 
cholecystitis in which drainage was carried out 
in 24 eases and cholecystectomies in only 6. 
They conclude that the benefits which accrue 
from the resection of a really acute gallbladder 
as compared to the possible dangers are not 
sufficient to justify it. Lester’ from a survey 
of 109 eases of acute cholecystitis reports 96 
eases in which choleecystectomies were per- 
formed and 13 in which echolecystostomies were 
performed. Cholecystostomy was done only in 
severely ill and aged patients. Lester reports 
4 deaths in the acute eases. In this survey of 
11 cases in my series of acute cholecystitis 
there were no deaths. Although this is a small 
series it is, however, in keeping with the re- 
sults from our large clinies. 

In this series of 100 cases carcinoma of the 
gallbladder was found in 1 patient. There 
were no nodules found in the liver. A cholee- 
cystectomy was performed. This patient sur- 
vived for a period of 8 months following sur- 
gery. Sheinfeld® in a recent case report per- 
formed cholecystectomy and partial hepatec- 
tomy for carcinoma of the gallbladder with 
local liver extension. His patient lived seven 
months. From a survey of his collected eases 
the results in the surgery of carcinoma of the 
gallbladder are in general poor when com- 
pared with the results of radical surgery for 
earcinoma of other organs. 

A wound of the liver due to trauma is inelu- 
ded in this series of eases. This 4-year-old boy 
was struck by an automobile. He was carried 
to the Wilmington General Hospital. X-ray 
examination revealed no thoracic nor bone in- 
jury. However, on physical examination there 
was a good deal of evidence pointing toward 
intraabdominal injury. This child was ex- 
plored several hours after the accident under 
spinal anesthesia. The spleen and gastro-in- 
testinal tract were found to be normal. How- 
ever, a traumatic wound of the liver was found 
which was bleeding considerably. The torn 
liver was sutured and the child made an un- 
eventful recovery. 

Sixteen patients with cholecystitis and 
cholelithiasis had a cholecystectomy perform- 
ed in combination with other surgical proce- 
dure, Of this group there was 1 death. This 
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occurred in a 55-year-old woman who had some 
degree of arteriosclerosis and a moderate de- 
gree of hypertension. <A cholecystectomy and 
a hysterectomy were performed. One week 
later a hemiplegia developed. Death occurred 
several weeks later. Cerebral hemorrhage, 
thrombosis, or cerebral embolism were suspect- 
ed causes. The medical and neurologic con- 
sultants varied in their opinion. Permission 
for a post-mortem examination was not obtain- 
ed. In this same group 2 other eases are 
worthy of discussion. A female whose weight 
was over 250 pounds had a cholecystectomy, 
appendectomy, excision of adipose tissue, and 
a repair of an umbilical hernia performed. 
She made an uneventful recovery and was dis- 
charged from the hospital in 14 days. Another 
female made an uneventful reeovery following 
a cholecystectomy, appendectomy, conization 
of the eervix and a hemorrhoidectomy. 

The most interesting but most serious phase 
of biliary surgery is that which deals with the 
problems of common bile duct struetures and 
common bile duct stones. Lahey® outlines the 
progress in biliary surgery by saying that the 
protession has progressed through two eras in 
the surgical management of gallstones and are 
now in the third era. In the first of these 
periods the surgeons attempted to relieve pa- 
tients permanently of gallstones by opening 
their gallbladders and removing the stones, 
but this resulted in so many of the patients 
having a recurrence of their gallstones or 
cholecystitis in the remaining gallbladder that 
the procedure was universally given up. The 
surgeons next progressed to cholecystectomy, 
with the removal of the gallstones and the in- 
fected gallbladder, with great improvement in 
end results but with many common duet 
stones overlooked and later producing symp- 
toms and fatalities. The profession is now in 
the third era in whieh, in at least a high per 
cent of the cases, not only is the gallbladder 
removed but the common bile duct is opened, 
investigated and any demonstrated stones re- 
moved, the sphineter of Oddi dilated, and in- 
ternal drainage of bile established. 

Of these 100 patients subjected to opera- 
tion, 14 had a cholecystectomy and a choledoch- 
ostomy. Common bile duct stones were re- 
moved from all of these eases. In 5 other eases 
cholecystectomy and choledochostomy was per- 
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formed for that condition of the biliary tract 


known as Chareot’s fever. 


An exeellent de- 


seription of this disease is presented by Da 
Costa’ as follows: ‘‘In certain cases when a 
stone is lodged in the common bile duct an at- 
tack of colic is followed by or accompanied by 
a chill or chills which may be very violent, 
moderate or slight, and by a febrile seizure re- 
sembling malaria and called hepatic fever or 
In this condition there are 
jaundice and tenderness of the liver. The con- 
dition is ominous because it is due to infection 
and may lead to inflammation of the large 


Chareot’s fever. 


duets (cholangitis). 


Blocking may be com- 


plete and the stone may uleerate into the 


bowel or peritoneal cavity. 


Blocking may be 


incomplete, the stone acting as a ball-valve 
and producing intermittent colic and jaun- 
dice, which wanes and deepens. ’’ 

The diagnosis and management of the jaun- 
diced patient can prove to be most difficult in 
some instances. The most troublesome diagnos- 
tic problem is presented by the patient whose 
jaundice was initiated without severe pain. 
It is of importance to concentrate attention on 
this type of case today because of the world- 
wide dissemination of infectious hepatitis 
which occurred during World War II, the fre- 


quently reported 


incidence of 


homologous 


serum jaundice subsequent to the use of blood 
and plasma, and the apparently increased fre- 


queney of portal cirrhosis. 


These are dis- 


tinetly medical disorders but unfortunately 
they may be confused clinically with the pain- 
less, obstructive variety of jaundice due to 
tumors of the papilla of Vater and the head of 


the pancreas. 


Diagnosis in these cases will de- 


pend entirely upon the results of the hepatic 
functional tests plus the clinical acumen of the 


surgeon. 


The reader is referred to a most in- 


teresting article by Snell’! concerning the 
differentiation of obstructive and heptocellu- 


lar jaundice. 


In this series of 14 patients with jaundice 
there were no operative deaths. Multiple 
stones in both the hepatic and common bile 


ducts were common. 


The most serious patient 


in this group was a 50-year-old jaundiced fe- 
male who had been operated upon 6 months 
prior to her present admission for duct stone 


by another surgeon. 
and jaundiced. 


This patient was febrile 
At operation a stone was 
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found impacted in the ampulla of Vater. The 
stone was removed. An associated acute pan- 
ereatitis was also present. Following a very 
stormy convalescence this patient eventually 
recovered. Examination 18 months following 
surgery reveals no recurrence of symptoms nor 
signs of biliary disturbance. 

A brief summary of those cases which were 
classified as Chareot’s fever is_ presented. 
(‘hareot’s fever as a rule, is seen in the older 
age group of patients. This usually implies 
longstanding biliary tree infection. All of 
these patients were 70 years of age or older. 
These patients not only presented severe in- 
fection of the biliary tree but were also suffer- 
ing to some degree from myocardial damage, 
arteriosclerosis, and pulmonary changes, as 
well as nephritic damage. There were no 
operative deaths in this group. 

Until a few years ago the problem of hemor. 
rhage during operation in these eases pre- 
sented quite an annoying situation to the sur. 
geon. Following operation the problem of in- 
fection has also been disturbing. However, 
within recent years many of the hazards of 
operation have been reduced by the proper use 
of vitamin K, sulfa drugs, penieillin, and 
streptomyocin. The sulfa drugs are used in 
the presence of jaundice without fear of in- 
ereasing hepatic damage. Prior to operation 
these patients are well studied, both clinically 
and from a laboratory standpoint. Attention 
to anemia, hypoproteinemia, vitamin, water 
and electrolyte balanee are considered both 
pre- and post-operatively. A diet high in 
proteins and low in fat is utilized. Ravdin™ 
in his article on hypoproteinemia and its re- 
lation to surgical problems believes it has a 
beneficial effect upon the liver. When cirrho- 
sis of the liver complicates the surgical prob- 
lem the therapy as advocated by Morrison® 
might well be utilized. Morrison advocates 
the use of methionine, choline chloride, and a 
special liver extract prepared by the filtra- 
tion and concentration of an aqueous liver s0- 
lution containing vitamin B complex. Con- 
tinuous spinal anesthesia as advocated by 
Iemmon" was used in all of these cases. This 
has contributed a good deal to the success of 
these operations. Despite these facts Saun- 
ders’ in a recent article states that the mor- 
tality in surgical procedures on the common 
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bile duct remains high, largely because of the 
almost universal association of disease of these 
structures with advanced cholecystitis and 
liver damage. 

Indications for opening the common bile 
duct are as follows: (1.) jaundice or past his- 
tory of jaundice; (2.) history of chills and 
fever associated with gallbladder disease ; 
(3.) palpation of a stone in the duct; (4.) con- 
tracted gallbladder; (5.) abnormal dilation of 


the duct; (6.) small stones in the gallbladder 


with an enlarged, patent cystic duct; (7.) as- 
piration of cloudy, black or flocculent bile 
from the duct. There are many details con- 
cerning these indications which must be eval- 
uated in each instanee before the common 
duet is opened. 


The plan of operative procedure which is 
employed at the present time consists in chol- 
ecystectomy followed by choledochotomy. 
Prior to this latter procedure a hypodermie 
needle is first introduced into the duet, to 
avoid any possible danger of opening the por- 
tal vein. This precaution is necessary since 
anomalies in this region are not uncommon. 
Next, the right and left hepatie duets are ex- 
plored removing stones and debris if present. 
The retroduodenal portion of the common duct 
is explored last. Stones impacted in the am- 
pulla of Vater may easily be overlooked, or 
their extraction may be very difficult. The 
next procedure is to dilate the sphincter of 
Oddi. When all stones and debris have been 
removed and the duct irrigated, a T tube is in- 
serted into the duct and sutured snugly. 
Drainage is then established and the wound 
closed in layers about the T tube and drain. 


The postoperative treatment is similar to 
that advocated by Cattell 1°. The parenteral 
administration of vitamin K is continued, and 
the prothrombin time is followed. Intravenous 
dextrose, saline, amino acids and blood trans- 
fusions are used as necessary. The bile ex- 
creted is measured every 24 hours. Compen- 
sation for this loss is ineluded in the post- 
operative care. Cholangiagrams are a neces- 
sary part of this surgery. When is the T tube 
removed? This varies a good deal. The T 
tube may remain in situ from a period of sev- 
eral weeks to a year or more. According to 
Payne" there are 3 factors to be considered in 
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removing a common bile duct drain: (1) the 
liver factor—functional normal or depressed ; 
(2) the duct factor—inflammatory cholan- 
gitis; (3) the sphincter factor—spasiec, in- 
flamed or obstructed. A common bile duct 
drain is so placed for the decompressing of the 
liver and the inflamed ducts until a normal 
state is obtained. The criteria for removing 
a common bile duct drain are based on (1) 
chemical study of bile; (2) microseopie study 
of bile; (3) the determination of the patu- 
lence of the sphincter of Oddi. These studies 
are relatively simple and ean be performed 
readily. 

Most of these patients are discharged from 
the hospital within a period of 12-14 days after 
operation. The T tube is left in situ, the pa- 
tients are instructed to tie the tube during the 
daytime in order not to soil their clothes, but 
to place the end of the tube in a bottle and to 
allow it to drain throughout the night. The 
patients are allowed full activity at this time. 
When the criteria for removal of the T tube 
are complete the patients return to the office 
and the tube is removed without administering 
anesthesia. I have never had a biliary fistula 
fail to close nor has a rubber tube ever broken 
in the process of removal. 


Prolonged decompression of the biliary tree 
for a period of many months in eases of Char- 
eot’s fever where the bile ducts are dilated and 
infected is of distinct value in ridding the 
biliary tree of infection. Follow-up studies in 
these patients show that they are in perfect 
health and have resumed their former activi- 
ties. 


RESUME 


1. Earlier operations upon patients with 
gallstones will reduce the number of 
eases of common bile duet stones. This 
will reduce the severe complications 
whieh are here presented. | 


2. Indieations for opening and exploring 
the hepatic and common bile duets have 
been outlined. 

3. Technical procedures are briefly dis- 
eussed. 


4. The importance of anesthesia and pre- 








and post-operative principles have been 
presented. 


5. Cases of severe biliary tract disease are 


presented, in the old age group, without 
a mortality. 


Medical Arts Building. 


10. 


11. 


12. 
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USE OF “ISO-PAR” OINTMENT IN THE 


TREATMENT OF OTITIS EXTERNA* 


WintuiM T. Rearpon, M. D.,** 
Wilmington, Del. 


This article is based on a report sent to the 


Surgeon General’s office from Okinawa, a re- 
port which was made in an endeavor to have 
the new drug Iso-Par, put on the accredited 
list and thereby made available to those medi- 
eal officers who cared to use it in the service. 


Since the writing of this article early in 


1946, I have been informed by the Surgeon 
General’s office that Iso-Par ointment has been 
put on the standard list for the Army and that 
the drug has been urgently recommended in 
the Pacifice. 


I was the E. E. N. T. officer of the 27th Sta- 


tion Hospital, which functioned at New Cale- 
donia for two and one-half years and on Oki- 
nawa from May, 1945, until after V-J Day. 





* Originally published in Archives of Otolaryngology, 


March, 1947, and reprinted by permission. 
** Otolaryngologist, St. Francis Hospital. 
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During that time the outpatient department 
of this hospital was the largest on either of the 
two islands. Owing to the fact that this hos- 
pital was stationed for a long period in one 
place, it was possible to follow individual 
eases and observe the results of treatment. In 
1943 the E. E. N. T. outpatient department 
gave an average of 800 treatments a month. 
and in 1944 this average increased to 1,300 
treatments a month. Twenty per cent of the 
patients were seen because of otitis externa. 

A large percentage of patients gave a history 
of having had a fungous infection for several 
months. They had been treated with many dif. 
ferent drugs and ointments, but the condition 
always persisted. Close observation led to the 
belief that few of the infections complained of 
were true fungous infections. Only patients 
who had an elevation of temperature were ad- 
mitted to the hospital, and therefore it may be 
stated that the patients who were under close 
observation were the ones whose aural disease 
was particularly stubborn and resistant to pre- 
vious forms of therapy. 

These patients complained of a painful, run- 
ning ear, severe itching of the ear, pain on 
chewing and tenderness at the angle of the jaw. 
The pain was more severe at night and was 
frequently deseribed as a sharp shooting pain 
within the ear. 

On examination there was often crusting 
about the orifice of the canal and about the 
lobe. The canal was swollen and narrowed, 
and usually a large amount of debris was 
present which had an odor of new-mown hay. 
When this was cleaned out, the canal wall was 
found to be inflamed and tympanic membrane 
to have lost its luster and to show evidences of 
an inflammatory reaction. Frequently there 
were multiple hemorrhagie blebs on the canal 
wall and on the tympanic membrane. The ears 
presenting these conditions were apparently 
the most painful and were immediately re- 
lieved of pain when the blebs were rupturd. 
In other cases the otitis externa was a result of 
irritation due to a discharge of chronic sup- 
purative otitis media. Beeause of the fre- 
queney of a history of swimming preceding 
the attack, it was thought that the condition 
was caused by contaminated water. However, 
it was later found that many of the patients 
with otitis externa gave no history of swim- 
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ming. There were also ears with impacted 
eerumen which became irritated as a result of 
swimming. Many of the patients were sent 
from the Solomon Islands, where the condi- 


éés 


tion Was common and was known as ‘‘jungle 


9? 


rot. 

Before arriving at this hospital, most of the 
men gave a history of having been treated 
elsewhere with a different drug every time a 
new medical officer looked at their ears. Most 
of the ears were purple from tincture of gen- 
tian violet. On further questioning a typical 
history would sound approximately as {fol- 
lows: ‘‘My right ear was hurting me for a 
few days and then started torun. After about 
six weeks it stopped running, and then the 
other ear started to hurt and run. The dispen- 
sary was putting drops in my ears but they 
never seemed to clear up.’’ Many patients 
gave a history of having been hospitalized 
several times for this same condition. 

For my part, I had used sulfathiazole oint- 
ment, cresatin (metacresy!l acetate), Burow’s 
solution, gentian violet medicinal, Castellani’s 
paint, ichthammol ointment, silver nitrate, 
merbromin N. F., 5 per cent phenol glycerin 
solution, merthiolate, metaphen and, later on, 
penicillin solution—all with poor results. Just 
about the time that the ears seemed to be im- 
proving, they would flare up overnight and 
the ease was back again where it had started. 
It should be added that penicillin solution not 
only proved valueless but was the most irri- 
tating of all of the drugs used. 

Fortunately, about this time a communiea- 
tion was received from Baltimore, containing 
areport by Dr. Harry R. Slack Jr. on the ef- 
fect of substituted benzylamine salts of iso- 
paraffinie acids used in infections of the audi- 
tory canal. Following the receipt of this re- 
port, it was possible to obtain from the manu- 
facturers a quantity of Iso-Par ointment, 
which contained these salts.! This material was 
reported to be fungicidal, bactericidal and 
stimulating, and was stated to create suffi- 
cient anesthesia to relieve the pain and itching 
of superficial injuries, infections and eezemas. 
Its principal value was said to be in the treat- 
ment of pruritus ani, pruritus vulvae, certain 
mycotic infections and eezema of the ear. 





1. Unguentum, Iso-Par (see ‘“‘New and Nonofficial Reme- 
dies” 1946, page 135 [or 1945, page 139], supplied by 
Medical Chemicals, Inc., Baltimore. 
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Immediately on receipt of the ointment, it 
was put to use in eases of otitis externa 
and an impressive and rapid response was 
noted. It was found that infections treated in 
the early stages responded almost immediate- 
ly; pain subsided, itching ceased and the 
spread of the condition was checked. Where 
the conditions had existed for some time prior 
to beginning Iso-Par therapy, treatments had 
to be more extensive and response was less 
rapid but nevertheless steady. 

Many of the infections were bilateral, and 
therefore, in order to reach definite conelu- 
sions, one ear was treated with Iso-Par oint- 
ment and the other with other agents, pre- 
viously mentioned. In these eases the use of 
Iso-Par ointment was found to be far superior 
to any of the other forms of medication. 

Through the generosity of the manufactur- 
ers, Iso-Par ointment was supplied to the 
elinie of the 27th Station Hospital from 1943 
until I left Okinawa in 1945, when our hos- 
pital unit was inactivated. 

The procedure followed in treating otitis 
externa with Iso-Par ointment was as follows: 

The aural canal was thoroughly cleansed 
with hydrogen peroxide and dried. A 14 inch 
(6 mm.) wick, which was cut from a 2 ineh 
(5 em.) gauze bandage, was saturated with 
Iso-Par ointment and placed within the canal. 
This wick was replaced in two days. After 
about three treatments, the imterval was 
lengthened to three days, then four days and 
then a week. Usually there was a noticeable 
improvement on the second visit. When the 
ear became perfectly dry, it was painted with 
Castellani’s paint and seen every two weeks 
or once a month to check for any possible re- 
currence. 

When hemorrhagic blebs were encountered, 
they were ruptured if the patient was com- 
plaining of pain; otherwise they were not dis- 
turbed. Often the canal of the ear was prac- 
tically obliterated, owing to the edema, and 
great care had to be exercised in placing a 
wick in the ear, because of the exquisite pain. 
In this type of ear it was found that on the 
third to the fifth visit the lining membrane 
would slough off m mass. Another factor 
which played an important part in treatment 
in these cases was cleanliness. The involved 
ear had to be seen often and cleansed thor- 











222 DELAWARE STATE MEpIcAL JOURNAL NOVEMBER, 1947 


ee 


oughly at each visit and dried before a new 
wick was inserted. It was definitely establish- 
ed that the ears did better when water was 
kept out of them. It was also noted that the 
involvement was usually unilateral and later 
became bilateral. To avoid this condition, the 
well ear was cleansed, dried and painted with 
Castellani’s paint. Patients were never dis- 
charged. They were told to report back for a 
monthly check-up, and if reinfection occurred, 
to report back immediately. To the best of my 
knowledge, there was only one patient out of 
hundreds treated whose otitis failed to re- 
spond to the therapy described. 

As a result of Iso-Par therapy, many days 
of hospitalization were saved. The patients 
were able to continue their normal duties, los- 
ing only the time required to go to and from 
the elinie. 

In conelusion a number of points should be 
emphasized which ean be of value to the otolo- 
gist. These points may be summarized as fol- 
lows: 

(a) Iso-Par ointment proved to be a spe- 
cific medicament for the otitis ex- 
terna seen in the Pacific Area and 
was found to be far superior to any 
other used for that purpose. 

(b) Iso-Par ointment is apparently neith- 
er toxic nor irritating and is effec- 
tive as fungicide, bactericide, anes- 
thetic and stimulant to rapid healing. 

(c) The toilet of the ear is essential, and 
the eanal should be kept clean and 
free from water. 

(d) Otitis externa often recurs, and Cas- 
tellani’s paint should be used as a 
prophylactic agent. 

(e) Iam using Iso-Par ointment in eivil- 
ian practice with results equal to those 
witnessed in the South Pacifie. 

207 West Twenty-Ninth Street. 
Your Directory Information Card 

Preparations are now being made to publish 
the new, Kighteenth Edition of the American 
Medical Directory! The last edition of the 
Directory was issued late in 1942. Since that 
time, it has been impossible to publish a new 
edition because of wartime restrictions and the 
shortage of paper and labor. 

About November 15, a directory ecard will 
be mailed to every*physician in the United 





States, its dependencies, and Canada, request- 
ing information to be used in compiling the 
new Directory. Physicians receiving an infor- 
mation card should fill it out and return it 
promptly whether or not any change has oe- 
curred in any of the points on which informa. 
tion is requested. It is urged that these physi- 
cians also fill out the right half of the card, 
which information will be used exclusively for 
statistical purposes. Even if a physician has 
sent in similar information recently, mail the 
card promptly to insure the accurate listing 
of his name and address. There is no charge 
for publishing the data nor are physicians ob- 
ligated in any way. 

The Directory is one of the most important 
contributions of the American Medical Asso- 
ciation to the work of the medical profession 
in the United States. In it, as in no other pub- 
lished directory, one may find dependable data 
concerning physicians, hospitals, medical or- 
vanizations and activities. It provides full in- 
formation on medical schools, specialization in 
the fields of medical practice, memberships in 
special medical societies, tabulation of medical 
journals and libraries, and, indeed, practically 
every important fact concerning the medical 
profession in which anyone might possibly be 
interested. 

Therefore, should any physician fail to re- 
ceive one of these Directory Information ecards 
by December 1, he should write at once to the 
Directory Department requesting a duplicate 
eard be mailed. 





Sickness Statements for 
Rail Workers 

Physicians throughout the nation are being 
asked to furnish medical evidence to substan- 
tiate the claims of railroad workers who may 
now draw eash sickness benefits under the 
Railroad Unemployment Insurance Act. The 
Railroad Retirement Board pointed out that 
unless an application is mailed not later than 
the seventh day after the first day of sickness 
claimed, it may not be received within the 
legal time limit for filing applications. Asa 
result, the employee may lose one or more 
days’ benefits. Doctors are asked either to re- 
turn each completed Statement of Sickness to 
the patient, or mail it promptly to the office 
of the Board to which it is addressed. 
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THE NATIONAL PHYSICIANS COMMITTEE 
VINDICATED 
One of the many controversial issues con- 
tained in the widely publicized report of the 
Raymond Rich Associates, dealing with the 
public relations of the American Medical As- 
sociation, was its criticism of the National 
Physicians Committee—eriticism admittedly 
based on hearsay evidence. At the December 
meeting of the House of Delegates of the 
American Medical Association, the reference 
committee appointed to study the Rich Report 
of which Dr. William Bates of Pennsylvania 
was chairman—recommended, ‘‘in view of the 
controversial nature of the Rich Report and in 
view of lack of documentary evidence relating 
to the National Physicians Committee 
further study of this portion of the report.’ 
At the next meeting of the House at Atlan- 


tie City, the Bates Committee offered a supple- 
mentary report dealing with the National 
Physicians Committee. The report stated 
clearly that every charge made against the 
National Physicians Committee by the Rich 
Associates had been investigated and found 
to be absolutely without foundation. This 
portion of the report, exonerating the Na- 
tional Physicians Committee, was adopted 
unanimously. A second recommendation of 
the Bates Committee moved a vote of confi- 
dence in the National Physicians Committee. 
A few members objected to this reeommenda- 
tion on the ground that theAmerican Medical 
Association might lose some of its dignity as 
a result of being associated with an organiza- 
tion which is frankly engaged in propaganda 
and in lobbying. None denied that the Na- 
tional Physicians Committee had done more 
than any other ageney to save the country 
from political control of medicine, but some 
doubted the expediency of having it recog- 
nized by the American Medical Association. 
Dr. Holman Taylor of Texas seored a bull’s- 
eve when he compared the American Mediea! 
Association to a gentleman who, after being 
rescued from a robber by a prize fighter, 
brushed his clothes and refused to thank the 
rescuer because he was not his social equal. 
The House roared with laughter, and then 
voted by a large majority to endorse the Na- 
tional Physicians Committee.—North Caro- 
hna Medical Journal, August, 1947. 





REGRETS 

We offer publicly our apologies to the firm 
of Charles Lentz & Son, instrument makers of 
Philadelphia, whose exhibit at the recent An- 
nual Session of the Medical Society of Dela- 
ware was not listed in the program with the 
other exhibitors. This omission is most re- 
grettable, so we take this opportunity to add 
this public apology to our private one pre- 
viously sent to them. We hope they will ac- 
cept our sincere regrets, and be with us again 
next year at Rehoboth. 
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THE DOCTOR-DESCENDING SCALE 

Some weeks ago we encountered an old 
friend at a funeral. He said he must be get- 
ting old. That is a conelusion frequently 
reached by attendants at classmates’ funerals, 
but, curious, we asked him why. He said be- 
eause the whirling particles on the kaleidoscope 
of his mind were beginning to settle down and 
take shape. Indeed, some of them formed defi- 
nitely remembered pictures. 

‘*Such as what ?°* we asked. 

‘*T°ll jot some down for you,’* he said. Some 
days later he sent the following : 

When I was in college a classmate asked me 
to dinner at his home in Boston. In flattered 
timidity I accepted. [lis father, then, was to 
surgery in Boston what Osler was to medicine 
in Baltimore. 

We went into the library. It was a typical 
Beacon Street rear room library. If you want 
to know what it looked like I refer you to The 
Late George Apley. It was the library of a man 
in very comfortable circumstances. A pleasant 
open fire warmed it. Before the fire, upon an 
old-fashioned reclining chair with an adjust- 
able back, reposed a man. <A big man, not. fat, 
but solid. He had plentiful white hair and a 
sweeping snow-white cavalry moustache. His 
cheeks and his big nose were red, but of an out- 
door redness, not the dull purple of small rup- 
tured veins. His right foot was well elevated 
on a stool and at his right hand, on a small 
table, stood a half empty bottle of Burgundy 
and a glass. <As his son introduced us he 
waved a genial hand, indicating his foot. 

‘Gout, vou know. Can’t get up. Eight 
operations today. Tired.’’ He pointed to the 
bottle. ‘‘Shouldn’t drink it, after all, muzzle 
not the ox that treadeth out the corn. A man 
must have some joy in life.’’ 

[Ile was one of the most respected citizens of 
Boston. To have him take out your appendix 
was the equivalent of knighthood. As I recall, 
he had a very pleasant life, died no sooner than 
he should have, in spite of his well-known fond- 
ness for his bottle, and was mourned by grate- 


ful friends and patients from every walk of 


life. I never heard of anyone envying him his 
earriage, his horses, or his house on Beacon 
Street. On the contrary, Boston was proud 
that it had been able to support such a man in 
the comfort the community felt he merited. 
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lifteen years or so later, I found myself 
again in Boston. I was at a medical dinner 
and the subject of full-time professors was 
under discussion. Someone remarked that 
fifteen thousand dollars a year was ample for 
their maximum salary. 

‘*Not in New York City,’’ I observed. 

The comment was received with lifted eye- 
brows all around the table. I was annoyed. 

‘+ A professor has a certain state to keep up,” 
| said. ‘‘He is supposed to entertain visiting 
firemen. His household and his table should 
seem worthy of a professor. He 1s supposed 
to give his children the same educational ad- 
vantages he himself enjoved. He and his wite 
are supposed to dress according to a certain 
standard, so that they may reflect credit on 
their University. They are supposed to go 
abroad, so that the professor may join Inter- 
national Societies and so that his name may be 
known far and wide upon the face of the earth. 
Try and do that in New York on fifteen thou- 
sand a year.’’ 

A professor of the type mentioned addressed 
me in a tone of strained tolerance tinged with 
eontempt for my avarice. 

‘*Ah, but Doctor,’ he said, ‘‘send vour chil- 
dren to the publie schools. ’’ 

‘Did you?”’ 

He turned quite red. ‘‘No,’’ he answered. 

‘Why not?’’ 

‘*My wife wouldn’t let me.”’ 
discovered later, was a very charming, fas- 
tidious. and wealthy lady. No doubt he had 
forgotten that. 

My last experience with a Full Time Man 
was under the roof of one of our best known 
Medical Sehools. He was evidently proud to 
he in charge of a hospital service of two thou- 
sand mice. One thousand were of a strain 
predisposed to cancer. The other thousand 
were not. The doctor suspected that cancer 
might be indueed by feeding the noneancerous 
mice on the milk produced by the cancerous 
strain. In order to do this he had to learn to 
He had done so, I saw him 


His wite, | 


milk a mouse. 
do it. 

We are grateful to our friend for these three 
vignettes. To some they may seem totally un- 
related scraps of reminiscence. They don't 
seem so to us. They illustrate very well the 
disturbing chronicle of what is happening to 
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the doctor during the span of less than one 
man’s lifetime. 

The first picture is that of the doctor as one 
of the most respected men in his community. 
The better living he made the prouder his 
neighbors were of him because he made them 
proud that they were able, properly, to sup- 
port a man to whom the entire community, rich 
and poor, were grateful. 


In the second the doctor depends on some- 
one else for his livelihood. There is nothing 
unusual about that. For centuries mens’ love 
has been tempered by considerations of money. 
But, then, he, from the stronghold of his 
uxorious independence, presumes to impose 
upon others less fortunately cireumstanced his 
ideas about what he thinks a full-time profes- 
sor should earn. Those who accept his terms 
are submitting to the judgment of others the 
amount of the reward they think is fitting the 
world should grant them. A most important 
and significant step downward trom the path 
of rugged individualism. A doctor expects ; 
layman, when he is sick, to do what the doctor 
orders. Why, then, when the layman is well, 
should the doctor submit to the dictation of 
men who in their time of trouble turn to him 
as a man of superior wisdom? It is entirely 
a matter of money. The power of the purse. 
We admonish the members of our profession 
to be careful and jealous of the independence 
they relinquish for the new hospital building 
or for the glitter of the title of professor. 

As for picture number three. Coneceded 
that from the labors of such men there may 
eventually come a cure for cancer. We applaud 
them for unselfish zeal. But why waste four 
years of the coveted privilege of medical edu- 
cation on the type of man who wants to—or 
has to—spend his life riding herd on mice? 
Isn’t that using buckshot to shoot snipe? We 
can't help thinking of the monks who packed 
the monasteries of the Middle Ages, and for 
three meals a day would do anything from 
cleaning the cowstables to illuminating manu- 
scripts for the Greater Glory of God. Only 
today we eall it for the greater glory of Re- 
search—Kditorial, N. Y. St. J. M., Nov. 1, 
1947, 
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Mineral Oil Decreases Carotene in 
Blood Plasma, May Harm Liver 


It is doubtful whether mineral oil can be 
used safely, year in and year out, either as a 
fat-substitute in foods, as a remedy for con- 
stipation, or in weight-reduecing diets. Evi- 
dence as to its dangers is reviewed in an edi- 
torial appearing in the October 25 issue ot The 
Journal of the American Medical Association. 

‘*The use of mineral oil in foods such as imi- 
tation mayonnaise or salad dressing increased 
during the war because of the shortage of bio- 
logic fats and oils,’’ the editorial says. ** Such 
food substitutes are used extensively also in 
weight-reducing diets. Previous reports con- 
cerning the interference of mineral oil with 
the absorption of fat-soluble vitamins, particu- 
larly vitamin A and its precursor, carotene, 
were based mostly on animal experiments in 
which large quantities of mineral oil were 
used, compared with what would ordinarily be 
taken by man. [|Dr. A. C.] Curtis and his as- 
soclates showed that the ingestion of mineral 
oil by human beings will prevent a rise in 
blood earotene consequent to simultaneous in- 
take of foods rich in carotene; the subjects in 
this experiment were observed for only 15 
days. 

‘*Recently | Dr. B.] Alexander and his asso- 
clates made similar observations on human be- 
ings for three to eight weeks. ... The de- 
erease in plasma carotene was noted .within 
one to two weeks; it progressed further in 
many cases as the intake of mineral oil con-_ 
tinued. Neither significant changes in the 
plasma vitamin A nor untoward elinieal mani- 
festations occurred. Since it is well known 
that the eoneentration of vitamin A in the 
blood remains relatively constant for as long 
as six months in normal persons subjected to 
restricted intake of vitamin A and carotene, a 
eonelusion could not be drawn on these sub- 
jects with regard to the effect of mineral oil on 
the supply of vitamin A as such to the body. 
The conelusion, however, was that in man the 
simultaneous ingestion of mineral oil with food 
prevents substantial amounts of food carotene, 
a precursor of vitamin A, from entering the 
body. 

‘While many physicians believe that min- 
eral oil is not absorbable and therefore can do 
no harm, some of it prescribed for econstipa- 
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The Diagnostic v 
Family is Growing 


A new member has been added to the 
ever-growing Ames Diagnostic Family. 
The name of the latest arrival is— 


Hematest. 
Here are the 3 members of the group 


to date: 


1. Hematest 


Tablet method for rapid detection of oc- 
cult blood in feces, urine and other body 
fluids. Bottles of 60 tablets supplied with 
filter paper. 


2. Albutest 


(Formerly Albumintest) 


Tablet, no heating method for quick quali- 
tative detection of albumin. Bottles of 
36 and 100. 


3. Clinitest 


Tablet, no heating method of detection of 
urine-sugar. 

Laboratory Outfit (No. 2108). 

Plastic Pocket-size Set (No. 2106). 
Clinitest Reagent Tablets (No. 2101) 12x 
100’s for laboratory and hospital use. 
All products are ideally adapted to use by 
physicians, public health workers and in 
large laboratory operations. 


Complete information upon request. 
Distributed through regular drug 
and medical supply channels only. 


AMES COMPANY, Ine. 


ELKHART, INDIANA 
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tion does pass through the intestinal wall and 
on into the liver. |Dr. W. C.] Alvarez ye. 
viewed the work of I*razer, Stewart and Sehul- 
man, who found that if mineral oil was ingest- 
ed without previous emulsification, only a 
small percentage of it was absorbed, but that 
when given in the form of a fine emulsion, as 
many persons take it, about one half of it 
went through the wall of the bowel. 

‘These observations raise the grave ques. 
tion, Alvarez says, whether mineral oil ean be 
used safely, year in and year out, as some per- 
sons use it; thev also raise the question whether 
purveyors of food should ever be allowed to 
substitute mineral oil for the edible fats. The 
Council on Foods and Nutrition of the Ameri- 
can Medical Association coneluded in a report 
published in 1943 that the indiseriminate use 
of mineral oil in foods and cooking is not in the 
interest of good nutrition and that any such 
use should be under careful supervision of a 
physician,” 





Cancer Deaths 

Because our population is not only increas- 
ing but growing older, in 1980 there will be 
approximately 82 per cent more deaths from 
cancer than in 1940 if no further progress is 
made in cancer control in the United States. 

This startling fact is brought out by Halbert 
lL. Dunn, M. D., chief of the National Office 
of Vital Statisties of the United States Public 
Health Service of the Federal Security 
Agency, in an article published in the current 
issue of ygeia, health magazine of the 
American Medical Association. So that ‘‘we 
may have a realistic yardstick for the prog- 
ress made in our fight against ecancer,’’ Dr. 
Dunn sets forth some estimates based on popu- 
lation trends and on cancer surveys made by 
the United States Public Health Service: 


Total 

Population Cancer Cancer 
Year Over 45 Cases Deaths 
1940.... 35,104,000 287,735 158,335 
1950... . 41,859,000 347,400 192,300 
1960... . 48,654,000 404,300 226,700 
1970... . 55,450,000 456,600 260,000 
1980... . 58,731,000 500,000 288,500 


‘“‘Tf, in 1980, there should actually be only 
400,000 caneer cases and 230,000 cancer 
deaths, it would represent a saving of one out 
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Surgical Principle 
Accomplished 
Medically 


D rainage in the 


presence of infection or conges- 


tion is a sound surgical principle. 


In chronic inflammatory conditions 
of the bile passages without stones, 
drainage is accomplished by increasing 
the production and flow of free-flowing, 
low viscosity bile, employing Decholin 


for its hydrocholeretic action. 


Decholin (dehydrocholic acid) stim- 
ulates the production of thin bile by 
the liver cells, with a resultant cleans- 


ing action on the entire biliary tract. 


G6 us Pal OF 


Decholin is supplied in boxes of 25, 
100, 500 and 1000 3% gr. tablets. 
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AMES COMPANY, Ine. 


Successors to Riedel- de Haen, Inc. 
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of every five cases or deaths that could have 
been expected—this in spite of the fact that 
both of these figures are considerably larger 
than today’s,’’ the writer observes. 

Conveniently located cancer clinics—one tor 
every 50,000 persons—are today advocated by 
cancer authorities in order to assure earlier 
diagnosis and treatment. In 1945 New Hamp- 
shire was apparently the only state which had 
achieved that goal, and five states had not a 
single cancer clinic available. 

And yet, Dr. Dunn points out, even an in- 
finite number of eancer clinics using the best 
methods of diagnosis and treatment known to 
science today could not actually reduce the 
total number of cancer deaths expected with 
our aging and growing population. 

‘The real vietory in the cancer battle will 
probably come from a vast research program 
aimed at the nature of cancer itself,’’ he 
writes. ‘‘This calls for large sums of money, 
and for thousands of research brains. It took 
two billion dollars and thousands upon thou- 
sands of scientists and technicians working im 
a coordinated program of research to make the 
first atom bomb. The same amount of money 
and brains devoted to the subject of cancer 
might bring a solution of this baffling prob- 
lem in about the same length of time. 

‘* Quite likely, the eost and effort would not 
be this great. But if it were—is this too much 
to pay to keep the eaneer spark from kind- 





ling ?’’ 
Journel Debunks Seven Day “Cure” 
For Chronic Alcoholism 

‘* A simple cure for chronic alcoholism, seven 
day, seven week, or even seven year, does not 
exist,’’ according to an editorial in the No- 
vember 1 issue of The Journal of the Ameri- 
can Medical Association. 

‘*Sinee the publication of an article, ‘Seven 
Day Cure for Aleoholism,’ in Magazine Dvr 
gest,’’ the editorial says, ‘‘7'he Journal has 
been receiving inquiries from both physicians 
and the public requesting further informa- 
tion and confirmation of the efficacy of the 
treatment proposed. ... The treatment de- 
seribed is a withdrawal method, using slowly 
decreasing doses of aleohol intravenously over 
a period of six to seven days. The patients 
treated by the authors were those with acute 
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aleoholie dementia, hallucinosis and delirium 
tremens. These patients were treated equally 
as suecessfully by the intravenous method as 
others have been who took decreasing doses by 
mouth along with other adjuvant treatment, 
but no more so... The authors admit that 
this method does not produce ‘a permanent 
cure of chronic aleoholism. The patients may 
well return to the abuse of aleohol, as they fre- 
quently do following other types of withdrawal 
treatment. The personality factors that cause 
maladjustment to environment must be deter- 
mined and controlled. ... Aside from its 
usefulness in withdrawal treatment, the tech- 
nie seems about as illogical as the sugar treat- 
ment of diabetes or the morphine treatment 
of the opium habit.’’ 





Tuberculosis is a publie health problem 
which affects every single individual in the 
state. Every case of tuberculosis costs some- 
body in the community $10,000. Since 96 
per cent of the patients cannot afford to pay 
their hospital expenses, that ‘‘somebody’’ is 
the taxpayer. This cost will go on and on 
until all the active cases of tuberculosis are 
located, hospitalized and prevented from 
spreading infection to others. Health and 
Safety Medium, Sept., 1946. 





BOOK REVIEWS 


Internal Medicine in General Practice. By 
Robert Pratt McCombs M. D., Assistant Pro- 
fessor of Medicine and Director of Postgrad- 
uate Teaching, Tufts College Medical School. 
2nd Edition. Pp. 241, with 122 illustrations. 
Cloth. Price, $8.00. Philadelphia: W. B. Saun- 
ders Company, 1947. 

In this new edition the plan of the first edi- 
tion has been closely followed. However, the 
substance of the previous edition has been 
eompletely revised and rearranged, and much 
new material has been added, including chap- 
ters on psyehiatrie disorders and the common 
vascular disorders of the extremities. The 
whole subject of chemotherapy has been com- 
pletely rewritten to include the uses and 
abuses of penicillin and streptomycin and to 
eompare their efficacy with that of the sul- 
fonamides. 

Deseriptions of other new _ therapeutic 
methods of proved value or of great promise 
have been added. Among these are: lumbodor- 
sal sympathectomy in selected cases of hyper- 
tension ; the rice diet in hypertension and cer- 
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tain kidney diseases; high protein diets and 
protein hydrolysates in malnourished states; 
folie acid in macrocytie anemias and sprue: 
serum albumin in eirculatory failure and 
nephrotic states; gamma globulins in the 
prophylaxis and treatment of measles and in- 
fectious hepatitis; chloroquinine in malaria: 
paraamino-benzoie acid in rickettsial diseases: 
penicillin in syphilis and other infectious dis. 
eases; thiouracil and propylthiouracil in hy- 
perthyroydism ; estrogen therapy and eastra- 
tion in cancer of the prostate; benadryl and 
pyribenzamine in allergic disorders; eyto- 
chrome C in anoxic states; tridione in psycho- 
motor disorders; heparin and diecumarol in 
vascular emergencies; and many others. 

The book is well written. Intensely prac- 
tical, it will be a valuable addition to any doe- 
tor’s library. 





A Textbook of Clinical Neurology—With an 
introduction to the History of Neurology by 
Israel S. Wechsler, M.D., Clinical Professor of 
Neurology, Columbia University. Sixth edi- 
tion. Pg. 829, with 162 illustrations. Cloth. 
Price $8.50. Philadelphia: W. B. Saunders 
Company, 1947. 


Wechsler’s textbook of neurology covers the 
essentials in this field, condensing the material 
into a reliable, brief and systematic form. New 
drugs and methods of treatment make it im- 
perative for the practicing physician, in keep- 
ing abreast of the times, to make frequent ref- 
ferences to a work of this type. The sixth edi- 
tion ineludes the practical aspects of sulfa, 
penicillin, and associated modern therapy. 
More extensive consideration is being given to- 
day to disordered physiology and its relation- 
ship to pathological processes. That trend is 
prominently reflected in Wechsler’s work. 

The psychological aspects and the various 
elinical psychological tests used to determine 
brain function are also given more detailed 
consideration, which is helpful. In dealing 
with the neuroses Wechsler favors the philoso- 
phy of Freud, concepts which, although popu- 
lar at present, are far removed from those of 
sound scientific neurology. Although fre- 
quent repetition adds to the bulk of the book, 
it makes for clarity and emphasis, and aids in 
completeness when a quick reference is desired. 
As a teaching principle repetition is beneficial 
for the student. 

This is an excellent textbook for the medical 
student and practicing physician. 
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